REQUEST FOR HEARING FOR MEDICAID ENROLLEES,
PACE ENROLLEES OR WAIVER APPLICANTS
Michigan Office of Administrative Hearings and Rules

Michigan Department of Health and Human Services
PO Box 30763, Lansing, MI 48909
Telephone Number: 800-648-3397 Fax: 517-763-0146

SECTION 1: TO BE COMPLETED BY THE PERSON REQUESTING A HEARING

Client Name Client Telephone No. Client Social Security No.
Client Address (No. and Street, Apt. No.) Medicaid ID No.
City State |Zip Code Client or Legal Guardian Signature | Date

What agency took the action or made the decision that you are appealing? Make sure to | Client MDHHS
attach a copy of the letter from the agency that told the client about their decision. Case No.

| WANT TO REQUEST A HEARING: The following are my reasons for requesting a hearing. Use
additional sheets if needed.

Do you have a physical disability or other condition requiring special arrangements for you to attend or
participate in a hearing?
[ INo []Yes (If yes, please explain here.)

Will you need an interpreter?
[ INo [] Yes (If yes, language needed:)

SECTION 2: HAVE YOU CHOSEN SOMEONE TO REPRESENT YOU AT THE HEARING?

Has someone agreed to represent you at this hearing?
[ INo []Yes (If Yes, have the representative complete and sign Section 3.)

SECTION 3: AUTHORIZED HEARING REPRESENTATIVE INFORMATION

Name of Representative (please print) Representative Telephone No. | Relationship to Enrollee
Address (No. and Street, Apt. No.) City State | Zip Code
Representative Signature Date Signed

SECTION 4: AGENCY INVOLVED IN THE ACTION BEING DISPUTED BY THE CLIENT

Name of Agency Agency Contact Person Name
Agency Address (No. and Street, Apt. No.) Agency Telephone Number
City State |Zip Code State Program or Service being provided to this client
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REQUEST FOR HEARING FOR MEDICAID ENROLLEES,
PACE ENROLLEES OR WAIVER APPLICANTS INSTRUCTIONS

A hearing is an impartial review of a decision made by the Michigan Department of Health and Human
Services or one of its contract agencies that a client believes is wrong.

This form is to ask for a hearing if you are a Medicaid enrollee, or a PACE enrollee, or a Medicaid
waiver applicant when the action has been taken by MDHHS or one of its contract agencies. You
can also send in your signed hearing request in writing on any paper. This form is also available online at:
www.michigan.gov/mdhhs >> Assistance Programs >> Medicaid >> Program Resources >> Michigan
Office of Administrative Hearings and Rules for the Department of Health and Human Services or
www.michigan.gov/LARA >> Bureau List >> Michigan Office of Administrative Hearings and Rules >>
Benefit Services Hearings.

Do not use this form to appeal an action

e Taken by a Medicaid, Healthy Michigan Plan or Ml Health Link health plan, Community Mental Health
Services Program / Prepaid Inpatient Hospital Plan (CMHSP/PIHP), Healthy Kids Dental health plan,
or MI Choice Waiver Agency. You must go through their internal appeals process first before you ask
for a MDHHS-5617-MOAHR, Request for State Fair Hearing form. This form is also available online at
the links above.

e Related to program eligibility, cash assistance, food assistance, or other assistance programs. Use
the DHS-18, Request for Hearing form available online at www.michigan.gov/mdhhs >> Doing
Business with MDHHS >> Forms and Applications >> Other, or go to
www.michigan.gov/documents/FIA-Pub18 14356 7.pdf to download the form.

GENERAL INSTRUCTIONS

e Read ALL instructions before completing the attached form.

e Complete Section 1 using the name of the client (even if the client has a guardian or is a minor).

e Complete Sections 2 & 3 only if the client wants someone to represent them at the hearing.

e Complete Section 4 if the agency who took the action you are appealing did not fill this out.

e Attach a copy of the notice or letter from the Agency that told the client about the change that is being
appealed.

e Please make a copy for your records.
e Questions can be answered by calling toll free: 800-648-3397.
e After the form is completed, mail or fax page 1 to:
MICHIGAN OFFICE OF ADMINISTRATIVE HEARINGS AND RULES
MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES
PO BOX 30763
LANSING Mi 48909
Fax 517-763-0146
e The client may choose to have another person represent them at a hearing.
— This person can be anyone the client chooses but must be at least 18 years of age.
— The client must give this person written permission to represent them.

— The client may give written permission by checking yes in Section 2 and having the person who is
representing them complete Section 3. The client must still complete and sign Section 1.

— The client's guardian or conservator may represent them. A copy of the court order naming the
guardian or conservator must be included with this request.

Completion: Is Voluntary.
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http://www.michigan.gov/mdhhs
http://www.michigan.gov/documents/FIA-Pub18_14356_7.pdf

Michigan Department of Health and Human Services (MDHHS)
Please note if needed, free language assistance services are available.
Call 877-833-0870 (TTY users call TY: 711).

Spanish ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al 877-833-0870 (TTY 711).
Arabic 877-833- a8 n duatl laally el Ja) ¢35 45 gall) Bac Lisal) ladd (18 dalll S Cuaati Cui€ 1) Als gala
(TTY 711-168) 5 anall il &8 ,) 0870
Chinese IR MREERERDPX, BRLUREESESEMRS, FHE 877-833-
0870 (TTY 711)
Syriac (Assyrian) i <haly Cahlnan Lok o5 (GIRK <GE) L ahummg e L ahw < Ihdan
877-833-0870 (TTY 711) <hiinn AL _ dio hﬂé@ <is\s
Vietnamese CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngtr mién phi danh
cho ban. Goi s6 877-833-0870 (TTY 711).
Albanian KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés
gjuhésore, pa pagesé. Telefononi né 877-833-0870 (TTY 711).
Korean Z0|: 320\ 5 ARBIAIE A2, 10 K| MH|AS 282 0|83HM
UAZL|Ct 877-833-0870 (TTY 711)HO 2 M35l A 2.
Bengali ] PNz M WA 17, A IO AN, OIS [ (O ©orF
SRSl ARCIA SNl A(R| (FIN FP~ 5-877-833-0870 (TTY 711)
Polish UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy
jezykowej. Zadzwonh pod numer 877-833-0870 (TTY 711).
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verflgung. Rufnummer 877-833-0870 (TTY 711).
Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 877-833-0870 (TTY 711).
Japanese FEREE: BRFZHEINDGGE. BHOSEXIEZCFRAVVETEY,
877-833-0870 (TTY 711) £T. HBEEICTITE KLY
Russian BHMUMAHWE: Ecnu Bbl roBopuTe Ha PyCCKOM A3blKe, TO BaM AOCTYMHbI
BecnnaTHble ycnyrn nepesoga. 3BoHute 877-833-0870 (tenetann 711).
Serbo-Croatian OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomodi
dostupne su vam besplatno. Nazovite 877-833-0870 (TTY Telefon za osobe sa
oSte¢enim govorom ili sluhom 711).
Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 877-833-0870
(TTY 711).
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The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any
individual or group because of race, religion, age, national origin, color, height, weight, marital status,
genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.
Further, MDHHS:

e Provides free aids and services to people with disabilities to communicate with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats); and
* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Section 1557 Coordinator. The contact information is found below.

If you believe that MDHHS has not provided the above services, or discriminated in another way, you can
file a grievance with the Section 1557 Coordinator. You can file a grievance in person or by mail, fax, or

email. If you need help filing a grievance, the Section 1557 Coordinator is available to help you.

MDHHS Section 1557 Coordinator
Compliance Office, 4" Floor

P.O. Box 30195

Lansing, M| 48909

517-284-1018 (Main), TTY 711, 517-335-6146 (Fax)

You can also file a civil rights complaint with the responsible federal agency.

If your grievance or complaint is
about your Medicaid application,
benefits or services you can file a
civil rights complaint with the U.S.
Department of Health and Human

or by mail or phone at:

U.S. Department of Health and
Human Services

200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
800-368-1019, 800-537-7697
(TDD)

Complaint forms are available at
https://bit.ly/2IKsHMS.

Services at https://bit.ly/2pBS4YG,

If your grievance or complaint is about your application for or
current food assistance benefits, you can file a discrimination
complaint with the U.S. Department of Agriculture (USDA)
Program by:

Completing a Complaint Form, (AD-3027) found online at:
https://bit.ly/2g9zzpU or at any USDA office, or write a letter
addressed to USDA at the address below. In your letter,
provide all the information requested in the form.

To request a copy of the complaint form, call 866-632-9992.
Send your completed form or letter to USDA by mail:

U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410

Fax: 202-690-7442; or Email: program.intake@usda.gov

MDHHS is an equal opportunity provider.
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